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Career Pathways Advancement Project (CPAP)

Facility Assessment Referral Form

ASSISTIVE TECHNOLOGY
PARTNERSHIP

Date

Business

Address City/Zip
Contact Phone Email

Describe business

Approximate square footage of facility # of employees # of shifts

Department/area assessments requested:
1.

2.

3.

4,

5.

6.

7.

8.

9.
10.

Are photos allowed? |:|Yes |:| No If not, will the facility provide them? |:|Yes |:| No
Are there special forms that need to be signed prior to the assessment? |:| Yes |:| No

What is the dress code?
Who will be providing the facility tour? Name Phone

Days/times of week that work best

Concerns/Comments

Referred by:
CPAP Recruiter/Program Director

Name Phone Email

CPR/Program Director attending assessment |:| Yes |:| No
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